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Objectives

After participating in this session, attendees will be able to:

e Describe the current state of suicidality of children and adolescents

o Understand the patient flow when a child presents to the ED with a non
mental health complaint

e Understand the importance of a structured suicide screen/identify
strategies to improve adherence

o ldentify discharge and safety planning strategies and resources
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The Burden of Mental and Behavioral Health in
Children and Adolescents

[ ]
11N 5 youth ages 13 to 18 live with a

There have been double-digitincreases in

mental health emergency visits in 2020.
AGES 5-11

+24%

AGES 12-17

+30%
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Suicide was the second-leading cause of death

among those ages 13 to 19 in 2019.

629,000
ATTEMPTED SUICIDE.
12%
OF ADOLESCENTS
12 TO 17 HAD SERIOUS
THOUGHTS OF SUICIDE.

In a 2020 survey of_(ages 13to 17):

90000000 VOOOPOONOSO 73% 67%
00000000 dO0OOPODNOEONDS REPORTED REPORTED
Black children are nearly SYMPTOMS OF SYMPTOMS OF

_ as White ANXIETY. DEPRESSION.

children to die by suicide.

Sources: AAP, AACAP, CHA, NAMI, Modern Healthcare, CDC, SAMHSA, JAMA Pediatrics, JAMA Psychiatry, HHS, and Kaiser Family Foundation.
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SUICIDE SURPASSED HOMICIDE TO BECOME

Suicide Risk and Lethal ity T e

Deaths per 100,000 Papulation Ages 1519

Accidents -
Past-Year Suicidal Thoughts and Behaviors
for High School Youth, United States 2019 \
\_ m
40%
35%
35% Homicide ™4
a7
30% 202 Suicide N e ;55
26% 26%
25% 24%
® 22% I L L [ L L
% 20% 19% 19% I8 00 20 0@ 003 2000 2005 206 07 008 2008 A0 M 202 A 20M
E 17% 17%
[T 16% 16% 15% 15% 16% Source: Population Reference Bureau analysls of Centers for Disease Control and Prevention, Mational Center for
S 15% 13% Health Statistics, "Underlying Cause of Death 1999-2014," COC WONDER Online Database, accessed at
g 12% http/Awender cdc.gov/ucd-lediochtml, on May 27, 2016,
10% o 8% o 8%
4%
v [ m [ | [ | ] [] DEMOGRAPHICS OF PEDIATRIC
Overall U.S. American Indian Asian Black or African Hispanic White Multiple Race SUICIDE: METHOD
and Alaska Native American
(AI/AN)
mSeriously Considered Attempting Suicide  EMade a Suicide Plan  mAttempted Suicide  WSuicide Attempt Requiring Treatment* Other
*Percentage estimates for Alf AN youth who had a past-year suicide attempt that resulted in an injury, poisoning, or overdose Poisonin 6.9%
WWW.SDIC.0Tg that had tobe treated by a docter or nurse were too small to be reliable and are not included in this chart. g

Source: CDC, 2020 6.1%

» Screening: Who is likely to die by suicide

Suffocation
45.9%

* Lethality of suicide

* Lethal means restriction e
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j A | Prevalence of mental health disorders in children

Disparities in Pediatric Mental He

SCHOOL OF PUBLIC HEALTH

BEHAVIORAL HEALTH WORKFORCE RESEARCH CENTER

UNIVERSITY OF MICHIGAN

Figure: Map of Child & Adolescent Psychiatrists per
100,000 Population Under Age 18 by U.S. County
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Child and Adolescent Psychiatrists per
100,000 County Population Aged 17 and Younger

Prevalence quartiles, %

0
0.1-8.7 []7.6-152 [ 153-17.7 [JP17.8-199 [JJ20.0-27.2
88-17.7 :
17.8+ ——
B | Prevalence of not receiving care in children with mental health disorders
Whitney DG, Peterson MD. US National and State-Level PO PR
E M S< : Prevalence of Mental Health Disorders and Disparities of [[]29.5-41.3 [l 41.4-466 [l46.7-53.1 [l53.2-72.2
Mental Health Care Use in Children. JAMA Pediatr. ;
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The Role of the Emergency Department (ED)

Increasing demand and decreasing
supply of mental and behavioral health
specialists have stressed the safety net
of the healthcare system (ED)
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—'-'4"’ Clarify Trends in Mental Health-Related Utilization Among
Heatthinstitute  Children and Young Adults, 2016-2022

18

COVID-19
Pandemic
Emergency Department
ED Visits Visits up 45% since 2016
per 1K sr 1K Patients
. Inpatient Admissions
Claims up 124%
per Year (ner 1K Patier
IP Admits
per 1K
... MD/OP Office Visits
verage visiis
up 43%
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Pediatric Mental Health Crisis — Call to Action
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A AP News

AAP, AACAP, CHA declare national

emergency in children’s mental
health

October 19, 2021

CRITICAL CROSSROADS: PEDIATRIC MENTAL
HEALTH CARE IN THE EMERGENCY
DEPARTMENT

A Care Pathway Resource Toolkit

Version 1.0

The AAP, American Academy of Child and Adolescent
Psychiatry (AACAP) and Children's Hospital Association have

r national emergency in children’s mental health July 2019
d.F.'.C'E el alt " CEIS ROy hildren's il = i U.S. Department of Health and Human Services
citing the serious toll of the COVID-19 pandemic on top of Health Resources and Services Administration

3 3 Maternal and Child Health Bureau
existing challenges.

They are urging policymakers to take action swiftly to
address the crisis.
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So, what can we do?

« Crisis or event intervention — Can ED be avoided?

- Provide resources (ED-based interventions)
* Prioritize the most acute patients (screen)
« Communication and attention to ADL needs
 Least restrictive means |
- Regionalization of mental and behavioral health |
care
» Expand space (when possible)
« Expand workforce (if available)

« Advocate and secure funding and support
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Systematic Approach

SCREENING

SENSITIVE
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ASSESSMENT

SPECIFIC

FREQUENCY

SENSITIVITY vs. SPECIFICITY

A

c

— not diseqse

- - - diteqse
A 100% sensitivity
B most accurate
C 100% specificity

TRUE . TRUE
NEGATIVE . POSITIVE S
.+  False False T
“  MNegative | Positive E
TEST RESULTS
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Systematic Approach

ED based interventions

A EEEEETAE Mental health boarding

Screening considerations

Safety and discharge planning
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PEAK Suicide

Pediatric Education and Advocacy Kit (PEAK): Suicide

AUDIENCE

E Advorates & Policymakers

(gj Clinicians 14

Murges 14
“ﬁ’ Patients & Families 2
;ﬂ Prehospital Practitioners 4
SORT ORDER
IL Pinned
(D Most Recent

l ‘% Alphabetical

In the United States, suicide iz the second leading cause of death for youths
ages 10-18 (CDC NCHS Data Brief, 2019). Increasingly, the emergency care
systermn has become a safety net for treating pediatric mental health issues:
from 2007 to 2015, ED visits for suicide attempts and Ideation doubled among
the nation's youth (JAMA Pediatrics, 2019).

In light of the urgent need to improve pediatric suicide screening and mental
health care in emergency settings, we are pleased to share new resources as
part of our latest Pediatric Education and Advocacy Kit (PEAK): Suicide.

Through these rescurces, individuals can learn how to properly screen for
pediatric sulcide risk and assess acuity, develop safety plans, advocate for
impraved mental health care; and create care pathways to improve care far

children and adolescents in crisis.

Last updated: October 2027

Search..

16 Results

=
HRSA Critical Crossroads: Pediatric
Mental Health Care in the Emergency
Department Toolkit

45 minutes

B &

© Details

AAP Mental Health Advocacy: A
Conversation with AAP President Lee
Beers, MD, FAAP, Podcast

S0 minutes ) Details
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EINIC-TREKK Bottom Line
Recommendation: Suicidal Risk
Screening and Assessment Practice
Guideline

10 minutes €) Detalls

&

AAP Pediatric Mental Health Minute
Series: Mental Health of Infants &
Small Children with Dr. Mary
Margaret Gleasson Video

BOTTOM LINE RECOMMENDATIONS ... At

WEIC

Sulcide is the serond keading cause of death for North Amenican adokesconts,** Children 3 young 3s 10 years old can experiense
suicidal ideation and engage in suicidal behawior. * Suidde risk must be d d for all pediatric patients Pealth
care In an emergency deparment. Fellow these two steps to determine risk:
»  Step 1: Screen to ddentify thase 2t risk of suldde and determine acuity.
»  Step 2! Patients who screcn posttive n Step 1 recuire in-depth Jscicment to determing the need for treatment and safety
planning.

Step 1: Screening for Suiclde Risk

* Whilke universal sereening would bo ides, targeted screening of th with mental health Is apprope

« Sereening thould be done at trisge, be brief and emgloy validated tocis.

= Bsking sbout suicide or assessing sulddality does not increate a patient's risk of suicide !

& Lsea soreening tool to degect risk fe.g., “The Ask Suiclde-Screening Guestions (ASG)" which takes 20 seconds to adminkster, 588

sensitive for detecting sulcide risk”].*

Ask Sulcide-Screning Ouestions (ASQ)*
Questions Respanics Dutcames
Lin the past few weeks, have - risk Fatient answers ‘ves' to any of
vau wished you were dead? | qunsunnn 4, of refuses to answer, AND answers ‘yes’ 1o question 5.
2.In the past few weeks, have »  The patent’s dinical needs are emergent and they showld not leave the

wau felt that you or your family hespital until evaluated for safety.

wald be better off if you were Yes/Ne »  The pabient should remain under constant abservation, ideally in 3 private

dead? rogm, without access to potentialy dangerous obiects untll 3 suicide risk
assessment has been compisted

2.in the past few weeks, have T Mon-ocute positive (potential sk identified); Patient answers e’ to any of

¥au been having thoughts YeuMe | questions 1-4, or refuses 1o answer, AND answers ‘no’ 1o question 5.

aboan kiling yourseH? | | »  The patient shoald mot leawe the haspital until 3 suicide risk assessment has
4 Have you ewer tried to kil YeaNo Been completed.

yourself?

if 2 patient answers ‘yes' to amy Negative: A patient who answers 'no’ to guestions 1-4,

of these guestions, a 5™ »  The patient does not require a further suickle nsk assessmont In the
question iz asked to determine emergency dopartmant.

Fisk acuty:
S.Are o having thoughts of
kebling yourself right new?

Yea/Ne

Step 2: Comprehensive Subcide Risk Assessment

= Perfarm a suldde risk assessment for patients who screen pasitwe in Step 1.

* The h ndetalied ind from the patient and parents/canegivers ta inform sadety planning
and identify specific risk factors that can be addressed with targeted interventions.

Part of the imberview should e conducied privately with the patiant.

snfzem the patient of the limits of canfidentiadity, inducing yaur abbigation to iform sporaprate preple about
immediate safety concerns.

Establish rapport by making eye contact, wsing the patient's name, and explaining the purpase of the assessment.
Demanstrate empathy by actieely lstening.

There are na cwrrently available assessment tacks that can reliably predict future sulcdal behavicar, !

Walidated intor ew 100 for ages 6 and up |e.g. HEADS-ED avaitadle at www.HEADS-ED.com) can be used to structure
the assesament.*

..

DSEPTEMBER 2021, TREKK/ENC; FOR REVISION 2023. VERSION 1.0

The HEADS-ED has 7 |
Home (¢:g., How does mrhnwmahng with each mmcawm;mc.wmm lssues, family wiolonce) |
Education and Are pou working |
Activities :mdnmtrq mrm yowuhnmm ke with w .ﬂ-wm’cunsmbc,fwbulbm l
rettes and/or vaping? |
Suitidalmy [e.g, Do you Bove thoughts of wanting to kil poursel? When do you howe these thoughts? How and when would you
do it®)
Emetiors, behaviours, thought disturtiance (e.g., Mow howe you been feeling iately? Can assess for agitation)
Destharge of cutrent resources: [e.g, 00 pow hove o mental bewith cove provider ov are you waiting fo recelve help?)

LT

bl

Step 3: Safety Planning/Management

o idenufy risk factars to s hatkgr L
ccumstances to infarm nltu nunmug mrmmmﬂm resaurees

« identidy

Potentially modifiable risk factors Immediats Risk Factors

Mental iliness, inclading depression, substance use disorders, bipolar disarder, paychotic +  Infonication®
disarders Agnation®
Ingulsivizy Beennt stresel Iife evert
Eamily conflict
Living outsice of home [e-g.. homeless, proup home, comectional fackizy) *If present, sulcide risk
Seckl iselation assessment should e

repnated onse the patient's

Non-modifiable risk factors Intamcation and/lor agitatian

Previous deliberate non-suikidal seéfin|ury or suiide attemps his resoived.

Family histesy of sucide

Hiztory of adoption

History of bullying

Fistory of abuse and/or trasma

identification s transgender

children in Thi: v and adunnon for TRERK, Br. Mattterw
the oA Alsarta, D vy o Alterts, De. Stapiten rusdra of the Cures g Setos of Medere, Ushassty ol
Caigary, sl ol sith Seiarens HSE), arnd combeert . . Sinsn Deffy o the Alert e ical Yesexs, Brown
Urewsra, RS Vs Pt f (TR nzatedge il Fiamsoa, buithears
g . The TREEK Netand snd EIC a0

it liatsle bor sy Sarramgen, clatrs, sk btimn, it
third puacty. Thes TRELKK Metwor' ar E182 e smuraen 0 resposssbaity o labnity dor chusges mads 1
L Stashties Casscls Table 13-30.2004-01 by e g, Drtew

]

it e Sarmgen auing from vy el e by &

201 feited 122 Aped B}

fher e 131

z for sk . [t s 29, 3021), Axsilable fram:
S, J alth hen

A Lo DC, Hermadte UM, Werf L4, ot ol The imsortance of scoeenl rg Sreteens o ssickde risk in Soe amengescy dezarimest. Moup Fedier
30E9.04] % 1.

4 DatosCR, Schumarn ML Cn the istsogenie rak of susming ssicdalty: A mets-snsiiis Suicide me Uks-Thrastening Befarnr. 2014837501541

S Mewizem AL Soherran A, Krkdesd SW K Golsert AL & spterratie reew FrutieT ancng
chikdnm i S " 00T 45

& Ok M, O frds UM & Haeoe BT acswening, et S Puychistry. 2000 3005|244 204.

. farter o Mbree &, MBI L ot ol - - vt 25 pritar sevd el b
el for rek s S fP-L\ml‘D 01221006} 557390

& Copselt M, Gray C, Zeveh M. ot o =t for par Fudistries .

AUIABNTEadi-T
6 St & Aserscas Arasiery of Peclatries Comeniies on Adomcenes. Susse sl ssicite stiempis i sclabecees, fadhateis 35161181} 35181430

DSEPTEMBER 2021, TREXK/EIC; FOR REVISION 2023 VERSION 1.0
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Environmental Scan Results

DOES YOUR ED PERFORM SUICIDE SCREENING IN THE

PEDIATRIC POPULATION?
No Unsure

5% 2%
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Environmental Scan Results

WHICH OF THE FOLLOWING CHILDREN ARE SCREENED FOR SUICIDE?

Other
Targeted screening based on clinical 2%
impression '\
11%

Targeted screening Universal screening

based on regardless of
mental/behavioral mental/behavioral %aﬁ@hﬁ/
I EMSC health complaints health symptoms, 2P R'C .
fasdd) E o 8% wel WLLLSACIR
§ guallty Improvement Fediatric Readiness Dualify Collaborative
ollaboratives =
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Patient Flow Diagram

14yo F with abdominal pain, Vitals are stable, Pain is adequately controlled

Suicide Screening
1
—
I
|\ ED workup + Suicide
ED workup alone Assessment with
Mental Health Team

St Discharge Safety
% -?""%; E M S C blan ‘_m Reassessment )
D J: Quality Improvement
Collaboratives LOCATION BASED

Triage
(RN)




Suicide Screening and Assessment

Understand the importance of a structured suicide screen
Learn strategies to improve adherence
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SUICIDE RISK SCREENING PATHWAY

S u [See acoompanying text document] Sparnotad by Aal APy aAbsosnon Crork. Crected by
c re e n I n vs Pl workgroup of Prrgiacally B Okl Comimiies
ot L GO e [ Medically able lo answer questions?

—Nﬂ—u*
Screen wh
Y WES m-dl::m ::ﬂﬂl

L Administer A3 (idecly seporade om parents) |t
Assessment S —

. - R

¥ ND
(Cmomamy o1t o NEGATVESCEEEN
Lm |

. Step 1: Screen to identify those N

WO

at riSk Of SUiCide and determine ---n--['L YRR y— Cundun:i!;uiefh-icide Salelyﬂs:es:.menl-:ESSﬁ}J

aCU ity ( (TEEA oulcomeitivee possbia] ) -

! i -
I i rﬂﬂm Furthar uvmnbgrlgugulm i f wﬁlmm _ 1'
. Step 2: Assess those who screen ‘ ; —=

shouid mof e wilhout
a full safety ossessment

o

positive to determine need for

v 'EAFI'I"I'I'IE:M.IT“I!
Son profee I

treatment and safety planning (e | () | = .

REFERRAL D —— +
b batthir swrial heall i1 .

km Lo et )*“D-'M?W/D
wdecafion’; commusicala

postive icisan b= PC YES
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Inifobe or mainhain sofely precovions; medicolly slobilice pofient
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Y
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Screening

|dentifies individuals at risk
Universal screening is ideal, targeted screening is appropriate

Screening should be done at triage, be brief and employ validated
tools

Standardize response to positive screens
Provide education and support to staff

Asking about suicide or assessing suicidality does not increase a
patient’s risk of suicide
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The Tools
ASQ

NIMH TOOLKIT

qs Suicide Risk Screening Tool

(_Ask Suicide-Screening @uestions )

~— Ask the patient: .
1. In the past few weeks, have you wished you were dead? DYes QJNo
2.In the past few weeks, have you felt that you or your family

would be better off if you were dead? D¥es QJNo
3. In the past week, have you been having thoughts

about killing yourself? DYes QNo
4. Have you ever tried to kill yourself? DYes D No

If yes, how?

When?

If the patient answers Yes to any of the above, ask the following acuity question:
5. Are you having thoughts of killing yourself right now? Dves D No

If yes, please describe:

— Next steps:

{ patient answers "Mo™ o all questions 1 theaugh 4, screen

plete (not necessary to ask question 5],
ride o regative screen ),

Nos indervention s recessary (SNobe: Clinial judgment ¢
o M patient answers “ Yes” to any of questions § through 4, or refuses to answer, they are considered
posiive screen. Ask question #5 to assess aculty:
O “Yes" to question #5 - acube pesifive screen (imminent risk kentfied)
= Patient requires a STAT safuty full mental health evaluation,
Fatient cannat [save until evaluated for safaty.
« Kaap patient in sight, Femave all dangerous objests from ream. Akt physician or clnidan
responsible far patient's care.
O *Mo" to question #5 = non-ocute posiive screen (o
& Patient roduires 3 bl milcids oty
s noadad. Patient cannat laave atll svalisated for sataty.
= Alart phisician of linician responsible for patient’s care.

~ Provide resources to all patients
* 24/7 National Suicide Prevention Lifeline +-800-273-TALK (8255) En Espafiol: +-888-628-9454
* 247 Crisis Text Line: Text “HOME" to 741741

QR A T IER AU NATIONAL INSTITUTE OF MENTAL HEALTH (NiMH) ¢ [T} u-.l-.‘..-j -
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C-SSRS

Always ask questions 1 and 2. Past Month

1) Have you wished you were dead or wished
you could go to sleep and not wake up?

2) Have you actually had any thoughts about
killing yourself?

If YES to 2, ask questions 3, 4, 5 and 6.
If NO to 2, skip to question 6.

3) Have you been thinking about how you
might do this?

4) Have you had these thoughts and had
some intention of acting on them?

5) Have you started to work out or worked out
the details of how to kill yourself? Did you
intend to carry out this plan?

Always Ask Question 6 Life-

time | Months

6) Have you done anything, started to do anything,
or prepared to do anything to end your life?

Examples: Collected pills, obtained a gun, gave away valuables,
wrote a will or suicide note, held a gun but changed your mind,
cut yourself, tried to hang yourself, etc.

Any YES indicates that someone should
seek behavioral healthcare.

- = However, if the answer to 4, 5 or 6 is YES,

L CRISIS get immediate help: Call or text 988,

LIIEELINE call 911 or go to the emergency room.

STAY WITH THEM until they can be evaluated.

Past 3

»

Download
Columbia
Protocol
app

SAFE-T
SAFE-T

Suicide Assessment Five—step
Evaluation and -I-riage

1

IDENTIFY RISK FACTORS

IDENTIFY PROTECTIVE FACTORS

Mote those that can be enhanced

3

CONDUCT SUICIDE INQUIRY

5, plans,
intent

yropriate
nd reduce risk

UMENT

risk. rationale,
and fallow-up




Assessment

Suicide assessment usually refers to a more comprehensive
evaluation done by a mental health clinician
Goals are:

Evaluate severity of suicide risk

Estimate the immediate danger to the patient

Decide on a course of treatment

Track progress
Can involve structured questionnaires, BUT typically also
open-ended conversation with a patient and/or friends and
family

National
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Environmental Scan Results

IS A MENTAL HEALTH ASSESSMENT COMPLETED ON ALL PEDIATRIC
PATIENTS WHO SCREEN HIGH-RISK FOR SUICIDE PRIOR TO ED
DISCHARGE/DISPOSITION?

Unsure

Mnlv in Cartain Sitis .\-:_,,;;.'_'. ANRCc ;.:_. (
N 0 _"\\ |
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The Tools

ASQ-BSSA C-SSRS- riskassesuent CLINICAL ASSESSMENT

VERSION

= COLUMBIA-SUICIDE SEVERITY RATING SCALE * Th O u g h tS/p I a n/i n te n t/

e Safety Assessment

(C-SSRS)
(B Stcide-Sereenind . T R R e o aCCesSSs [0 means
What to do when a pediakic pafient oty et it b RISK ASSESSMENT VERSION

21 et ) " [ L]
screens positive for suicide risk: . s Mt
Instructions: Check all risk and protective factors that apply. To be compleied following the patient inferview, u S I n g S C re e n I n g a a

Wish to be dead

Agitation or severe anuety

e s . Medical and mental

problem (AIDS, COPD. cancer. e}

0
2 e
gDk 1 10 S0 o THAE ol '__

m 4 PR o review of medical record(s) and/or consultation with family members andior other professionals.
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Implementation Pearls

|dentify stakeholders and champions
Assess culture and barriers
Structure a pathway

Embed in medical record

Have resources available
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Culture Shift

Educate and highlight
data lessons

Empower all team
members in their role

Highlight stories

Celebrate the successes
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Discharge and Safety Planning

Discharge Counseling

Medication location for access to
lethal mean

School

Plan Follow up __ Safety Planning

Appointments

Discharge Plan National
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Environmental Scan Results

PRIOR TO DISCHARGING A PEDIATRIC PATIENT WHO WAS SCREENED AS HIGH-
RISK FOR SUICIDE, WHICH OF THE FOLLOWING ARE COMPLETED? (select all that

apply)
100
90
80
70
60
50
40
30
20
) l .
0 —
Counseling the family Use of a safety Referral to mental Evaluation of care Follow-up Other None of the above
Sy, on lethal means plan/safety plan health follow-up process letter/communication
r N restriction intervention services to the primary care
J/ Quality Improvement provider/medical

Collaboratives home




Safety Planning

Incorporates elements of effective brief interventions and suicide risk
reduction:

o Teaching self-monitoring skills

o Teaching brief problem solving and coping skills

« Enhancing social support and identifying emergency contacts
o Motivational enhancement for further treatment

« Enhancing hope and maotivation for living

 Reducing access to lethal means

al Sery, E M S C %aﬁghﬁ/
V) oty impovenen Wep R Q

Collaboratives Pedsatric Readiness Quality Collaborative




Assumptions Underlying Safety Planning

« Suicide fluctuates over time

- Individuals often fail to recognize their early warning signs

« Problem solving and coping capacity reduces during times of stress

« Working collaboratively helps ensure engagement and feasibility

« Over-practicing can help create rote memory (habit) for times of
crisis
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STANLEY - BROWN SAFETY PLAN

STEP Z: INTERMAL COMNG STRATEGIES = THIMGS | CAM DO TO TAKE MY MIND OFF MY FROBLEMS
WITHOUT CONTACTIMNG AMOTHER PERSON:

1.
r.H
&+

STEP 3: PEOPLE ANMD SOCIAL SETTIMNGS THAT FPROVIDE DISTRACTIOMN:

1. Maame: Contad:
2. Mamsa: Contact: .
5. Place: 4. Moce:

STEP 4: FEOPLE WHOM | CAN ASK FOR HELPF DURING A CRI515:

L. Mame: Contach: .
2 Mame: Confach:
i Mame: Confact:

STEP 5: PROFESSHOMALS OR AGEMCIES | CAN CONTACT DURING A CRISIS:

1. Clinician / &gency Mame: Phone:
Emergency Confoct :

2. Clinicion / Agency Mome: Phone:
Emergency Confoct : - .

3. Local Emergency Deportment:
Emergency Department Address:

Emergency Department Phone !

4. Suicide Prevention Lifeline Phone: 1-B00-273.TALK [EZ55]

STEP 6: MAKING THE ENVIROMMEMNT SAFER (PLAN FOR LETHAL MEAMNS SAFETY):
L
2,
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Change Strategies
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Acute Suicidality
Encounters

Assessment

Percentage of patients who had a structured
suicide screen

Percentage of patients with a positive suicide
screen who had a structured suicide screen

Intervention

Percentage of patients with a positive suicide
screen who had a consultation with a licensed
mental health professional

Percentage of patients with a positive suicide
screen that received a discharge safety plan
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NPRQI- Patients
With S U ici dal ity Low: <1,800 pediatric patients

50.3%

Medium: 1,800 - 4,999 pediatric patients

% of 12 years+ who were assessed 77.9%

with a suicide screening tool

Medium to High: 5,000 - 9,999 pediatric patients
National Average 66.6% 70%

High: >= 10,000 pediatric patients

70.5%

National

@) EMSC %P R QC
A : Quality Improvement

Collaboratives Cediatric Readiness Quality Collaborative

Ensuring Emergency Care for All Children




NPRQI- Patients with Suicidality

National Average

% of patients with a positive suicide screen with a structured suicide assessment 94%

% of patients with a positive suicide screen who received consultation with a 83%
licensed mental health professional

National
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Friday, March 8th

PRQC Data Entry 1:00 p.m. - 3:00 p.m. Central Time

1:1 Office Hours Use link or QR code below to sign up for a time
Register for March 8th PRQC data entry office hours

il |
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https://grow.withlome.com/a/00b5c975-723a-4bd3-abb6-b1bb4c3edce0

Q&A Session
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Nursing — CE Contact Hours
Fireside Chat #9 March 5, 2024

1. Enter your first and last name in the chat if you have not done so

already
2. Scan the QR code/use link to access session evaluation

3.  Submit completed evaluation by 1700 (Pacific) on 3/7/2024 to be https://bit.ly/PRQCFireside9

eligible for CE hours

If you have any questions, please contact Robin Goodman at
robin.goodmanrn@gmail.com

Nabonal

- Ei h h ﬁ BRN CE Provider: Pediatric Liaison Nurses Los Angeles County. Provider approved by the California

Pudiatric Resdliness Quality Colluborative Board of Registered Nursing, Provider # 15456, for 1 Contact Hours


mailto:robin.goodmanrn@gmail.com

Please Complete Session Evaluation

Thank you!
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